
~YERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall

Waterbury, VT 05671-2306
http://www.dail.vermont.gov
Voice/TTY (802) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

December 2, 2011

Ms. Paula Patorti, Administrator
Our House Outback
196 Mussey Street
Rutland, VT 05701

Dear Ms. Patorti:

Provider #: 0593

Enclosed is a copy of your acceptable plans of correction for the survey and complaint
investigation conducted on June 2, 2011. Please post this document in a prominent place in
your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

Pamela M. Cota, RN
Licensing Chief

PC:ne
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Blind and Visually Impaired
Vocational Rehabilitation
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R100Ilnitiai Comments:

I An unannounced onsite re-Iicensing survey and
complaint investigation were initiated by the
Division of Licensing and Protection on

i 5/12-5/13/11, and completed on 6/2/11 after
i further offsite investigation. Findings include:

R100

R126, V. RESIDENT CARE AND HOME SERVICES
SS=G.

5.5 General Care

5.5.a Upon a resident's admission to a
residential care home, necessary services shall
be provided or arranged to meet the resident's
personal, psychosocial, nursIng and medical care
needs.

R126

(X6) DATETITLE

6899

LABORATORY DIRECTOR'S OR PROVIDE

STATE FORM

This REQUIREMENT is not met as evidenced
by:
Based on interview and record review, the home
failed to assure the necessary provision services
to meet each resident's nursing and medical care
needs by failing to assure a timely physical
assessment for 1 applicable resident (Resident
#1) in the survey sample. Findings include:

1. Per record review on 5/12/11, Resident #1
sustained a fracture as a result of a physical
altercation with Resident #2 on 4/6/11.
Immediately following this observed incident, the
charge staff notified the RN (Registered Nurse)

i via telephone of the incident and reported that
i Resident #1 had fallen to the floor and had a
head injury, prior to obtaining vital signs or
moving the resident. Staff were advised to help

i the resident arise, to apply ice to the head and hip
! area, to monitor for changes, and to call the RN
I back if there were any changes in the resident's ~

Division of Licensing and Protection
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. 5.5.c Each resident's medication, treatment, and
i dietary services shall be consistent with the
physician's orders.

R128 V. RESIDENT CARE AND HOME SERVICES
SS=E I

I

5.5 General Care

(X!l)
COMP1.IiTS.

DATE
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SUMMARY STATEMENT OF DEFICIENCIES
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. Per Interview with all staff present at the time of
! the Injury and with 1 of 2 night staff, and 1 day
. staff {following morning), Resident #1 was unable
• to be~r weight, Qr walk normally following this
incident. No staff member called emergency
services,

A second telephone contaot was made by charge
staff 3 hours later to the RN, Indicating that the
resident was unaole to bear weight on the left leg
and was experiencing paIn with mobility attempts.
Three staff members carlng for ReSident #1
indicated that Immediately following the fall,
I Resident #1 was unabl! to bearweight on the left
i leg and that the RN did not arrive to assess the
. resident's injuries following either the first or
; second notification. The following moming, the
RN assessed ResIdent #1 and Initiated an
Emergency Room evaluation. During interviews
on the mornings of 5/12/11 and 6/13/11, the RN
denied knowledge of pain and lack of mObility by
the Resident and stated that staff are trained and
should have called emergency seMoes prior to
nottflcatlon of t!'le RN If I serious Injury was
suspeeted.
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by:
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Continued From page 2

Based on record review and interview, the home
failed to assure that physician orders were carried
out for 1 of 4 residents in the survey sample
(Resident #4). Findings include:

1. Per record review on 5/13/11, current ~
physician orders for Resident #4, diagnosed with
orthostatic hypotension (blood pressure drops
with rising from lying to sitting to standing)
, included "BP (blood pressure) QID (four times
daily) while sitting, standing, lying down after
meals and at HS (bedtime)". Review of the record
did not indicate that this order was being
completed in each required position at each
required time, During interview that afternoon, the
Manager confirmed that the blood pressure
readings for this resident were not being
completed as ordered.

I 5.9.c (2)

Oversee development of a written plan of care for
each resident that is based on abilities and needs
as identified in the resident assessment. A plan
of care must describe the care and services
necessary to assist the resident to maintain
independence and well-being;

This REQUIREMENT is not met as evidenced
I by:
. Based on record review and interview, the RN
(Registered Nurse) failed to assure that the plan
of care for 2 of 4 residents in the survey sample
(Resident #1 and Resident #4) contained
identification of all care needs and direction to
staff regarding those assessed needs. Findings I'

. include:
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Maintain a current list for review by staff and
physician of all residents' medications. The list
shall Include: resident's name; medicatIons; date

IVlsion of Licensing and Protection
STATE FORM 0091

,
R145i Continued From page 3

i, 1. Per record review on 5/12/11, Resident #1 had
returneQ from a hospitallzatlol'l requiring the
assistance of 2 staff for an transfers f mobility
both in and out of bed, The Resident Assessment
Instrument (RAI) was last updated on 4111/11 to
indicate this new need. The resident also required
physical therapy for strengthening / rehabilitation
following return from the hospital. The plan of
care, signed by the RN on 7/2/10, was not revised
; to indicate these new care needs, Ourlng
i Interview on 5/13/11 at 7:35 AM, the RN
confirmed that the RAI Indieatednew mObility and
care needs and that the plan of care was not
updated to include this new information for dally
caregivers,

2.. Per observation on the morning of 5/13/11 ,
Resident #4 Wii seated In a wheelchair wearl n9
a seat belt. Per record review, there was no
Indication of the use of this seatbelt or wheelchair
: on the plan of care, The record also IndIcated a
I physician order to assure a dally fluid Intake of at
, least 1.5 liters and to add extra salt to the
: resident's dally diet. During Interview that morning
~at 9:50 AM, a staff member confirmed that the
: plan of care (signed by the RN on S/7/10) did not
\ Include information I instruction to staff regarding
I the use of a wheelchair and "lilt belt or speciClI
: dietary instruction regarding fluids and extra
: sodium requirements,

R147! V. RESIDENT CARE AND HOME SERVICES
SS==E'

5.9,c (4)

R145

R147
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II canUnuRlion anelll 4 Of 14



PRINTED: 08/01/2011
FORMAPPROVED

Division of Licensin and Protection

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

0593

(X2) MULTIPLE CONSTRUCTION

A. BUILDING
B. WING _

(X3) DATE SURVEY
COMPLETED

C
06/02/2011

NAME OF PROVIDER OR SUPPLIER

OUR HOUSE OUTBACK

STREET ADDRESS, CITY, STATE, ZIP CODE

196 MUSSEY STREET
RUTLAND, VT 05701

(X4) ID i
PREFIX
TAG ;

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

R147 Continued From page 4 R147

I medication ordered; dosage and frequency of
! administration; and likely side effects to monitor;

I This REQUIREMENT is not met as evidenced
• by:

I
Based on record review and interview, the home
; failed to assure that physician ordered
i medications contained specific dosages and

I
times for 4 of 4 residents in the survey sample
(Resident #1, Resident #2, Resident #3 and

I Resident #4). Findings include:

i 1. Per record review on 5/13/11, Residents #1

I
through #3 had physician signed standing orders
with multiple examples of ranges of dose and / or
; times. Examples include: Acetaminophen 325 mg :
(milligrams) PO (orally) Q (every) 4-6 {sic. hours}
for pain or fever, Extra strength Acetaminophen 1
or 2 tabs Q 4 hours for general discomfort / f

; Malaise, Ibuprofen 200mg 1-2 tabs PO Q 4-6 \

I
{sic. hours} PRN for pain, Liquid Antacid 2-4 tbsp
(tablespoons) PO PRN between meals and / or at
bedtime for indigestion. During interview on
5/13/11 the RN (Registered Nurse) confirmed
that all 'house' standing orders contain range of
times / doses.

2. Per record review on 5/13/11, Resident #4
was administered a 'basic supp' on 4/5/11 and on
4/28/11. Also given per MAR (Medication
Administration Record) was Tylenol on 4/16/11
and on 4/29/11. Neither of these orders,
handwritten on the MAR, contained dose,
frequency, or reason for administration. During
interview that afternoon, a staff member
confirmed that these medications were on the
MAR, that the MAR indicated they had been
, administered, and that no dose, frequency, or
I reason for administration was included in the
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R147 Continued From page 5

.: transcription.

R147

R167 V. RESIDENT CARE AND HOME SERVICES R167
SS=D

5.10 Medication Management

i 5.1D.d If a resident requires medication
I administration, unlicensed staff may administer
I medications under the following conditions:

(5) Staff other than a nurse may administer PRN
psychoactive medications only when the home
has a written plan for the use of the PRN
medication which: describes the specific
behaviors the medication is intended to correct or
address; specifies the circumstances that
indicate the use of the medication; educates the

i staff about what desired effects or undesired side
effects the staff must monitor for; and documents
the time of, reason for and specific results of the
medication use.

This REQUIREMENT is not met as evidenced
by:
, Based on record review and interview, the home
failed to assure that 1 applicable resident in the
survey sample (Resident #3) had a behavioral
plan to direct the use of PRN (as needed)
psychoactive medication. Findings include:

1. Per record review on 5/13/11, Resident #3
receives Seroquel 25 mg (milligrams) Q (every) 6
hours PRN for Agitation. There was no behavioral
plan in the record to direct unlicensed, medication
delegated staff regarding the proper use of this
• medication. During interview that afternoon, the
, Manager confirmed that there is no behavior plan
for this medication for Resident #3.
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R171 V. RESIDENT CARE AND HOME SERVICES
SS=D

5.10 Medication Management

5.10.g Homes must establish procedures for
documentation sufficient to indicate to the
physician, registered nurse, certified manager or
representatives of the licensing agency that the
medication regimen as ordered is appropriate
and effective, At a minimum, this shall include:

(1) Documentation that medications were
administered as ordered;
(2) All instances of refusal of medications,
including the reason why and the actions taken by
. the home; I

(3) All PRN medications administered, including I
the date, time, reason for giving the medication,
and the effect;
(4) A current list of who is administering
medications to residents, including staff to whom
a nurse has delegated administration; and
(5) For residents receiving psychoactive
. medications, a record of monitoring for side
effects.
(6) All incidents of medication errors.

R171

R171
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This REQUIREMENT is not met as evidenced
by:
Based on record review and interview, the home
failed to maintain a current list of delegated staff
administering medications and to assure that

I
delegated staff properly documented PRN (as I
needed) medications administered to 2 applicable i

residents in the survey sample (Resident #1 and I
Resident #3). Findings include: I

l
; 1. Per review of the home's delegation list (Med ;
i Certification List) on 5/12/11, two staff persons 1

i

I i
Division of lIcensmg and Protection
STATE FORM 6899 UUBG11 If continuation sheet 7 of 14
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3. Per record review on 5/12/11, the Medication
Administration Record (MAR) indicated that
Resident #1 received oral Acetaminophen on 9
occasions from 4/6/11 through 4/22/11. Staff did
not appropriately complete the MAR either
indicating the administration of the medication on
the front page and I or did not indicate the

'I number of tablets / dosage and / or did not
indicate the effectiveness of the medication.

I During interview on the morning of 5/13/11, the

I

,RN confirmed that the MAR was incomplete.

R179 V. RESIDENT CARE AND HOME SERVICES
SS=E

R171 I Continued From page 7

i identified as giving medications were not included
on the most recent certification list. During
interview on 5/12/11 at 3: 10 PM, the Owner /
Manager confirmed that 2 staff currently giving
medication were not on the 'Med Certification

I List'.
'2. Per record review on 5/13/11, Resident #3 had
an order for 'Seroquel25 mg (milligrams) 1 tablet .'

'I PO (orally) Q (every) 6 hr agitation PRN (as
needed) and was administered this medication
, multiple times daily from 5/1/11 to the present.
There was no documented reason for this
medication administration nor was the effect
noted following any administration except on

I 5/3/11 at 4:00 AM. During interview that
I afternoon, the Manager confirmed that this
, medication was administered per the MAR
(Medication Administration Record) and that the ~
MAR did not indicate either the reason for or
results of this PRN medication administration on
any occasion except 5/3/11 at 4:00 AM.

R179
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R179! Continued From page 8 R179

5.11.b The home must ensure that staff
demonstrate competency in the skills and
techniques they are expected to perform before
providing any direct care to resIdents. There
shall be at least twelve (12) hours of training each
: year for each staff person providing direct care to
. residents. The training must include, but is not
limited to, the following: ~

(1) Resident rights;
, (2) Fire safety and emergency evacuation;
I (3) Resident emergency response procedures,
I such as tl'\e HeimliCh maneuver, accidents, police
or ambulance contact and first aid;
(4) Policies and procedures regarding mandatory
reports of abuse, neglect and exploitation;
(5) Respectful and effective Interaction with
: residents;
i (6) Infection control measures, including but not
. limited to, handwashing, handling of linens,
maintaining clean environments. blood borne
pathogens and universal precautions; and
(7) General supervision and care of residents.

I This REQUIREMENT Is not met asevldehced
. by:
Based on record review and interview, 4 of 4

i employees did not have either required annual

I
training components or 12 hours of total annual
training. Additionally, 3 of 5 staff indicated they

! had received no training regarding abuse 1

I
,neglect reporting requirements. Findings include; I

1. Per record review on 5/13/11, no staff member
I in the survey sample had completed the required
! annual training on 'Respectful Effective
i Communication' and 3 of 4 staff had not
completed the annual required 'Fire Safety'
, training, 2 of 4 staff had not completed 12 hours
i of total annual training. During interview that
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STATE FORM UUBG11

IFcontinuation sheet 90t 14



PRINTED: 06/2712011
FORM APPROVED

Division of lIcensina and Protection
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIOER/SUPPl.IER/ellA
IDENTIFICATION NuMBER:

0593

(X2) MUI.TIPlE CONSTRUCTION

A. BUilDING

B WING

(X3) DATE SURVEY
COM?l.ETED

C
06/0212011

NAME OF PROVIDER OR SUPPLIER

OUR House OUTBACK

STREET ADDRESS, CITY, STATE, ZIP CODE

196 MUSSEY STREET
RuTLAND, VT 05701

5.12.b.(4)

R190 V. RESIDENT CARE AND HOME SERVICES
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3. Per unlicensed staff interviews on 5/12/11,
5/24/11, and 5/26/11, 3 of 5 staff denied
awareness of lOr training regarding reporting
requirements for suspicion of abuse / neglect. No
staff member Interviewed was able to indicate the
. mandated timeframe for reporting suspected
i abuse I neglect.

2, Per unlicensed staff interviews on 5/12/11,
: 5/13/11, 5/24/11, and 5/26/11, 4 of 4 staff stated
that they had received no training and had no
, familIarity with written policy and procedure
emergency response for accidents or injuries.
During Interview on 5/26111 at 1:30 PM, the
, Licensee confirmed that the home has no written
; policy and procedure directing staff in emergency
protocols regarding injurieS or accidents.
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Continued From page 9
afternoon, the Owner / Manager confirmed that
these employee records did not Indicate all
required training and / or hours.

R179

(X4) 10 I
PREFIX I

TAG

i The results of the criminal record and adult abuse
registry checks for all staff.

! This REQUIREMENT is not met as evidenced
by:
Based on record review and interview, the home
did not have the results of an criminal background
checks for 1 applicable staff member In the
'survey sample. Findings Include:

1. Per record review on 5/13/11, one employee
I re-hired within the past year had no results of a
; criminal background check. During interview that
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5.14 RestrBlms

; 5.14.a Mecnanlaat restraints mey De used only In
, ~n emergency to prevent Inlury to a reslden~or
I others 8M stlell not be used 8S an Ofl>-golng form

of treatment The u,e of 8mo'chantcal restraInt
shan constitute n",l'6ing care.

This REQUIREMENT Is not met a& evidenced
i by:

Based an ob!Mrvatlon and Intervlewl 1 applIcable
reslden' In Q'le survey semple was In a
mechantcBll re5tmlnt FincUnge InClUde:

1, Per obServation on mill morning 0' 5113/11,
, ResIdent f4. WillS seateci In a wheelctlBlr wear1ng
: a seat pelt, The r1!IlIident ~ able to 3el'f propel In

I
,the wh •• let\31lr but was unllble to releasa the
velcro belt when requested to do fiO. P.r record
review I • ptlyaiG:iln order eutl'1Qli;elng the use of s
seatbBlt d ••ted 1/3/11 stated 'approval for seat
belt 'or wneelchslr. keeps sliding out' but nQ ,
Inauuc\lon regarding thl9 1.198 was provldtCl,
During IntervIew at 8:50 AM on 5'13/11, the 8ta"
person In charge conflrTned that the resident hOd

, an order fOr the &Ytb@lt, met mereslr:lent was
~eap.bl~ of lJmbu'81t1on, was et rlsll: 0118ll1ng,end

waB unable to release the belt 93 requested .t
that rime,

I

R194 V. RESIDENT CARE AND HOME SERVlCES
SSt:O

R 190 I eontmued From page 10

\
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the record dId not contain the results ot me
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R20B V. RESIDENT CARE AND HOME SERVICES
SS=D

5.18 Reporting of Abuse, Neglect or Exploitation

5.18.c Incidents involving resident-to~resident
abuse must be reported to the licensing agency if
a resident alleges abuse, sexual abuse, or if an
injury requiring physician intervention results, or'if
there is a patlern of abusive behavior. All
resident-to-resident incidents, even minor ones,
must be recorded in the resident's record.
Families or legal representatives must be notified
and a plan must be developed to deal with the
behaviors

This REQUIREMENT is not met as evidenced
by:
Based on interview and record review, the
licensee failed to report a resident to resident
altercation resulting in an injury. Findings include:

I

! 1. Per record review on 5/13/11, Resident #1 was
: verbally and physically assaulted by Resident #2
: on 4/6/11 with a resulting fracture. The home sent
no report of this incident to the Licensing Agency.
Resident #1's family was notified only that the
resident had fallen and not that this fall was the
result of Resident #2'5 actions. During interview
on 5/13/11, the Licensee confirmed that this
incident had occurred, that Resident #1's family
had not been notified of the full circumstances of
the fall with injury, and that the licensing Agency
was not notified,

R247 VII. NUTRITION AND FOOD SERVICES
SS"'F

/7.2 Food Safety and Sanitation
I
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R251 VII. NUTRITION AND FOOD SERVICES R251
ss=c

7,3 Food Storage and Equipment

i 7.3.a All food and drink shall be stored so as to

I
protect from dust, Insects, rodents, overhead
leakage. unnecessary handling and all other
sources of contamination,

R247 ContInued From page 12 R247

, 7.2.b All perishable food and drink shall be
! labeled, dated and held at proper temperatures:I (1) At or below 40 degrees FahrenheIt. (2) At or
I above 140 degrees Fahrenheit when served or
. heated prior to service.

This REQUIREMENT is not met as evidenced
by:
Based on observation, record review and
. Interview, the home failed to assure regular
, temperature monitoring of food storageI equipment. Findings include:

: 1. Per observation and record review during the
. initial environmental tour, there were no
documents indicating regular monitoring of a
refrigerator iilnd a freezer in the food storage
area. During interview with the home's Manager
at the time of the tour, there is no system in place
to regularly monitor the temperatures of these
: appliances used for resident food storage.
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This REQU1REMENT Is not met as evidenced
by:
Based on observation and interview, the home
failed to assure that all foods were protected from
contamination, Findings include:

,
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1. Per observation during the initial
~.environmental tour on 5/12{11, a full 50 pound
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. bag of potatoes and 8 two liter bottles of soft drinK

I
were stored on 1M floor of the storage closet.
This observation was confirmed by the Manager

. at 9:40 AM.

i

R251

PROVIDER'S PLAN Olf CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-R!FERENCEO TO THE APPROPRIATE
CI;FICIENCY)

(XS)
COMP~5TE

DATE

Division of Ucenslng and Protection
STATE FORM uUBG11 It eo"ti"u~lIon lneel 14of 14


	00000001
	00000002
	00000003
	00000004
	00000005
	00000006
	00000007
	00000008
	00000009
	00000010
	00000011
	00000012
	00000013
	00000014
	00000015

